Background: while it is well established that individual patient preferences regarding cardiopulmonary resuscitation (CPR) may change with time, the stability of population preferences, especially during periods of social and economic change, has received little attention. Objective: to elicit the resuscitation preferences of older Irish inpatients and to compare the results with an identical study conducted 15 years earlier.
Introduction
The proportion of hospital in-patients receiving cardiopulmonary resuscitation (CPR) who survive to discharge is ∼15-20% [1, 2] . Survival rates are even lower in elderly people although this probably reflects the effects of co-morbid illness more than that of age itself [3, 4] . CPR is not a harmless intervention: as Saunders has noted, 'if the expected outcome is death, a procedure less dignified and peaceful could hardly be devised' [5] . These considerations have prompted extensive debate regarding the appropriate use of this procedure.
There has been an increasing emphasis in recent years on the need to involve patients more fully in decisions about their own care, including end-of-life decisions. The informed patient can make choices that reflect their own values rather than those of professionals. Studies in Western countries confirm that most older people wish to receive adequate information and to be involved in decisions about their own care [6, 7] . Nevertheless, there is considerable within-and between-culture diversity, and patient preferences for involvement in decision making may differ according to age, ethnicity, gender, education, severity of illness and how information is presented [6] .
It is well established that individual patient preferences regarding CPR may be unstable [8] . The stability of population preferences, especially during periods of social and economic change, has received little attention. In 1992, a study of older Irish hospital patients revealed very negative attitudes towards CPR [9] . We have repeated this study, using the same methodology, to determine if CPR preferences in this group have changed over a 15-year period that has seen significant changes in Irish society.
Methods

Patients
The 1992 study was conducted in a 500-bed Dublin university teaching hospital. The current study was conducted in two hospitals in Galway. Galway University Hospital is a 600-bed university teaching hospital; Portiuncula Hospital is a 200-bed district general hospital in Ballinasloe, a town 40 miles from Galway city.
As in the 1992 study, we identified patients aged 65 years or more on acute medical wards who felt by their physician to be medically stable and close to discharge. Patients with a diagnosis of dementia, delirium or depression, those with limited command of English or with other major communication problems and those with cancer, end-stage organ failure or other life-threatening illness were excluded. All patients without a prior diagnosis of cognitive impairment had an Abbreviated Mental Test or Folstein Mini-Mental Status Examination performed; those scoring <8 or 23 respectively on these tests were excluded [10, 11] . All patients without a prior diagnosis of depression were screened with a twoquestion case-finding instrument of proven high sensitivity; those with a positive response were also excluded [12] .
Informed consent was sought from all eligible patients. The study was approved by the Hospital Ethics Committees.
Assessment procedure
The same procedure as in the 1992 study was followed [9] . Thus, each patient underwent a standardised interview assessment conducted by a study doctor. Demographic data, including age, sex, educational status and religion, were recorded. Medical and functional status was assessed by direct questioning and by examination of the medical notes. A subjective rating of overall acute illness severity as mild (1), moderate (2) or severe (3) was made by the study physician based on the approach of Charlson and colleagues [13] . The number of chronic diseases was used as an index of chronic medical status. The Katz Index of Activities of Daily Living, scored from 0 to 6, was used to assess functional status and the number of activities in which assistance was necessary was noted [14] .
Subjects were asked which of the following general statements they agreed with: (1) 'I want my doctor to keep me alive no matter how sick I am'; or (2) 'There will be a time when I want my doctor to stop keeping me alive'.
A standardised description of CPR was read to all patients. Patients were asked whether they would want CPR in their present state of health in the event of a cardiopulmonary arrest and about their preferences in each of four situations: (1) critical illness (a severe illness requiring admission to hospital and treatment with a drip where the outcome is unclear); (2) terminal illness (illness such a cancer which will probably kill in 6 months no matter what treatment is given); (3) severe disability with normal cognition (need for assistance with washing, dressing, transfers, feeding and toileting in someone who has no memory loss) and (4) severe dementia with normal physical condition (severe irreversible confusion and memory loss (dementia) in somebody who is physically very well). Patients were given four options in each case: (1) to have CPR; (2) not to have CPR; (3) to allow their doctors decide and (4) to allow their relatives decide.
Patients were asked if they felt that their doctor could make a decision not to perform CPR, without consulting them or their family, if they thought that the outcome was likely to be very poor. Finally, they were asked if they found the discussion to be distressing or upsetting, and they were asked if they felt it was a good idea for doctors to discuss these matters as a routine with patients.
Data analysis
Baseline characteristics and outcome measures were compared between the 1992 and the current groups using the chisquare test (or Fisher exact test) for categorical and Student's t-test (or nonparametric tests) for quantitative variables. Age was classified in 10-year age bands.
Backwards stepwise logistic regression was used to identify the effects of individual factors and to take confounding factors into account. Because so few patients in the 1992 cohort made a positive decision to accept CPR even in their current health, the pre-specified-dependent variable for multivariable analysis was refusal of CPR in current health. Factors associated with refusal of CPR in bivariate analysis with P < 0.1 were entered into the multivariate model. Individual data from the 1992 cohort were used to allow the effect of year of study to be examined. Results are reported as adjusted odds ratios (OR) and 95% confidence intervals (CI). The Hosmer-Lemeshaw test was used to test the adequacy of the final model. All data were analysed using SPSS for Windows 14.0.
Sample size calculations were based on the needs of the logistic regression analysis. It was estimated that up to five predictor variables might be required for multivariate analysis. We followed the recommendation by Grimm and Yarnold that the sample size should be at least 50 times the number of predictor variables to be entered in the model, giving a total sample size of 250 [15] . Since there were 100 subjects in the 1992 study, it was decided to recruit further 150 cases.
Results
Of 171 patients considered for the study, 21 were excluded due to one or more of refusal (7 patients), cognitive impairment (10), depression (4) or major communication difficulties (3) . The baseline characteristics of the remaining 150 patients and of the 100 patients in the 1992 group are shown in Table 1 . The 2007 cohort was somewhat better educated and less disabled, albeit to a non-significant degree. Only religion differed significantly between the two cohorts; the 1992 group had more non-Catholics (almost all Anglicans) and those reporting no religion only occurred in the 2007 group.
In 1992, all subjects agreed that there will be a time when I want my doctor to stop keeping me alive; in 2007, only 75 (50.0%) supported this statement (chi-square 54.3, P < 0.001). Table 2 shows resuscitation preferences in different situations according to the year of testing and confirms this dramatic change, with all differences between the 1992 and 2007 being highly significant. In the 2007 results, there was a clear gradient of decline in the likelihood of wanting CPR from current health through terminal illness or severe physical disability to severe dementia. The examination of the relationship between potential predictor variables and refusal of CPR in one's current state of health (Table 3) showed that the oldest old, those with more disability, those with a religion other than Catholicism and those tested in 1992 were significantly more likely to refuse CPR. There was a trend for more educated subjects to be less likely to refuse CPR.
The only independent predictors of refusal of CPR in current health on logistic regression were age and the timing Figure 1 . There was no significant interaction between the effects of time and of age.
In 1992, 39% of 100 respondents felt that it was a good idea to discuss CPR with patients; the corresponding result for the 150 subjects studied in 2007 was 141 (94.0%) (chi-square 90.0, P < 0.0001). There was no significant difference between 1992 and 2007 in the proportion of subjects reporting that they had found the questions upsetting (5% vs. 8%, chi-square 0.44, P = 0.5) or in those agreeing that their doctor could make a unilateral decision not to resuscitate if the prognosis was very poor (69% vs. 58%, chi-square 2.64, P = 0.11).
Discussion
Studies in Western countries, albeit mainly from Englishspeaking countries, suggest that most older people wish to be involved in decisions regarding resuscitation, and 55-92% report that they would want CPR in their current health [8, [16] [17] [18] [19] . Most patients report that they are less likely to want CPR in the event of serious physical or mental disability although about a third report that they would want resuscitation whatever be the circumstances [8, 19] .
The results of our 1992 study of attitudes towards CPR in older Irish hospital patients differed greatly from those reported from other countries: most patients preferred to forego CPR in their current condition; nobody wanted CPR if they were very disabled or demented and a minority supported discussions about CPR between doctors and patients [9] . The 2007 study reported here indicates a dramatic change in attitudes over 15 years, and current preferences of older Irish patients regarding CPR discussions and decisions are generally similar to their peers in other Western countries. It may seem inconsistent that despite the increased support for involvement in CPR discussions, the majority of patients in this, as in the 1992, study agreed that doctors could make unilateral CPR decisions if the prognosis for a patient was very poor. However, other studies have also found that many patients prefer the doctor to make the ultimate decision, even though they want their views to be taken into account [8, 20] . For example, of over 1100 patients in two large American studies of seriously ill adult inpatients (SUPPORT study) or older inpatients (HELP study) who expressed preferences about resuscitation, only a quarter would prefer to have their own stated preferences followed if they were to lose decision-making capacity while the rest would prefer to have their family and physician make the ultimate decision [20] .
It is likely that a number of factors have contributed to the changes in CPR preferences in older Irish patients. Many people get much of their knowledge about CPR from television [21] , and medical dramas have been very popular and increasingly common on Irish television in recent years. The last 15 years have seen significant economic growth in the Republic of Ireland, which has gone from one of the poorest to one of the wealthiest countries in Europe [22] . During this period, Ireland has for the first time experienced sustained net inward migration, with increased exposure to the attitudes of returning emigrants from Britain and the United States and of immigrants from a variety of countries and cultures. Ireland has become a more liberal society since 1992 with, for example, the legalisation of homosexuality and introduction of divorce. Finally, and perhaps most importantly, there has been a series of well-publicised medical scandals in Ireland in recent years [23, 24] . Many of these scandals have been blamed on persistent, inappropriate paternalism among Irish doctors. Patients have been urged in response to insist on receiving more information about their health and on greater involvement in decision making.
It is always difficult to compare the results of different studies of patient preferences, since even minor changes in how preferences are sought or information provided can lead to significant changes in the results. The strength of our study is that the methodology of the first study was repeated, and the primary author of the first study trained the interviewers for the second study.
The fact that the studies were conducted in different parts of Ireland is a confounding factor. However, two previous studies of health and social attitudes among older people (not including end of life preferences) conducted in the greater Dublin and Galway regions did not find significant differences between the two areas [25, 26] . Also, baseline demographic and clinical characteristics were similar, apart from an even greater predominance of Roman Catholicism in the present cohort. Thus, the relatively minor difference between the two study populations seems insufficient to account for the major differences in responses. Moreover, the availability of individual patient data from the 1992 study allowed confirmation of the results using multivariate analysis to take potentially confounding differences between the two sets of participants into account.
While we believe that use of the original methodology is ultimately the strength of the current study, it inevitably also meant repeating the flaws of the 1992 study [9] . In particular, the study was conducted in a highly selected group of relatively well inpatients. Sicker, more dependent patients might have made different decisions, and their preferences would be of more real-life interest since their risk of requiring CPR would be greater. Our numbers are relatively small, but the study was adequately powered for our primary endpoint. While the relatively monocultural nature of our older patient populations limits the generalisability of our findings, it does not detract from our primary conclusion that societal attitudes can change dramatically over a short period.
There has been a major shift in medical culture in Western countries in recent decades from an attitude of medical paternalism to one in which patient autonomy and informed participation in medical decisions is the predominant value [6, 7] . This study demonstrates how older Irish patients' attitudes towards CPR have changed towards favouring greater patient participation. Resuscitation discussions and decisions are often complex and potentially distressing for doctors and for patients. The risk of conflict in this area will be greater if there is a significant mismatch between patients' and physicians' ethical perspectives or if doctors are unaware of their patients' expectations [27] . It seems more likely that poor communication will occur when societal preferences are changing. Our study shows how quickly such a change can occur.
Key points
r While it is well established that individual patient preferences regarding CPR may change with time, the stability of population preferences, especially during periods of social and economic change, has received little attention. r This study shows a dramatic increase over 15 years in the proportion of older Irish inpatients willing to accept CPR.
r Resuscitation discussions and decisions are more difficult if doctors are unaware of their patients' expectations; rapid changes in societal preferences will increase the risk of poor communication and conflict in this area.
